of voice, and much dyspncea on exertion. Nodular appearance on hard palate; infiltration of epiglottis and aryepiglottic folds, with ulceration of vocal cords, movement being normal. Appearances typical of lupus. No definite physical signs in lungs, but X-ray examination showed signs suggestive of early tuberculosis in left lung. No tubercle bacilli in sputum. May, 1924 Admitted to King's College Hospital. Tracheotomy performed by Mr. C. W. M. Hope. Patient was then three months pregnant. A healthy child was born and she has had two more children since. She is quite well. The voice is good and clear when she closes the tube. She has an expiratory valve, but does not like it. Vocal cords. seen close together, quite immobile, apparently due to fixation of crico-arytenoid joints. This is not my case, and I was not at the hospital when it was treated, but I brought the patient to the meeting because she illustrates what has been shown by other cases. She leads a comfortable and happy life and does not desire to, have the tube removed.
Girl, aged 6, had had no previous illness of importance until about Christmas 1930, when she had "croup" with severe dyspncea for three or four days; this cleared up completely. Early in March, 1931, without discoverable cause, she rather suddenly developed respiratory difficulty which rapidly became severe; the difficulty was mainly inspiratory, and improved slightly when she lay down, but was always very bad at night. A loud inspiratory stridor was heard, with a lesser expiratory; on inspiration there was very marked sucking in at the suprasternal notch. No hoarseness; voice and cry rather weak but otherwise normal; the child was not cyanosed, but avoided all unnecessary movement. Indirect laryngoscopy showed the glottis normal, but below it a narrowing of the airway, the original diagnosis being chronic subglottic cedema. Direct laryngoscopy under cocaine aniesthesia confirmed this finding, but owing to distress only a very short examination Proceedings, of the Royal Society of Medicine 126 was possible. The obstruction increased and for several nights it seemed as if every breath must be her last. It was therefore resolved to make a complete examination under general anaesthesia, although the risk appeared to be considerable.
On April 10, 1931, Dr. Feneley arranged a gauze mask, through a hole in which a tube led from a cvlinder of oxygen. The gas was turned on and very gradually ethyl chloride and ether was dropped on the mask; induction took twenty-five minutes, not one of which was free from real anxiety. As soon as the child was unconscious she ceased to breathe; I-therefore passed the laryngoscope and seeing masses in the trachea which seemed soft, I slipped an intratracheal catheter through them, by which means respiration was restored. However, she began to get really blue a minute later and I had to perform tracheotomy, through the third, fourth and fifth rings of the trachea. On opening the trachea it was found that the soft masses of what seemed granulations extended from just below the cricoid to the fourth ring: they appeared to block the trachea completely, although it was possible to discover a potential lumen. The accessible part of the mass was scooped out and a tracheotomy tube inserted, respiration becoming tranquil at once, producing an extraordinary change in the general appearance. There was relatively little bleeding, and the masses, quite soft, stripped readily from the trachea, which did not appear to be at all infiltrated. The masses were reported by Dr. Fraser to be spindle-celled sarcoma.
The condition appears to be exceedingly rare, and I should be grateful for suggestions as to treatment; at present, radium is the only suggestion.
I desire to pay a tribute to the masterly way in which Dr. Feneley administered an exceedingly difficult anesthetic.
Mr. LIONEL COLLEDGE said he did not see any necessity for doing more at present. If there were no recurrence, and the patient survived several years, removal of the tracheotomy tube might be considered.
Mr. ERIC WATSON-WILLIAMS (in reply) said that he had inserted 25 mgm. of radiunm with a one mm. platinum screen for five days. The next adventure was that in removing -the radium the silk cord, after he had taken out the packing, snapped, the child drew a breath, and down went the radium. It was in a container 7 mm. across. The child ceased to breathe. The sister who was helping him held the child up by the hips, he put a finger into the tracheal wound, a shake brought the radium into view, and he was able to fish it up with hoemostatic forceps. He had attempted to dispense with the tube, but after five days the child began to get distressed, some granulations bled and she coughed violently. Though she breathed nicely with the bronchial tube, she would not allow the tube to be taken out. He had in the beginning told the mother she must regard permanent tracheotomy as a favourable result. He would report later on what happened. The second incision was high in the trachea because the growth occuped 5rings of the trachea, and he wished to ensure that nothing was overlooked. and regurgitation of liquids on drinking, of three weeks' duration. There was then seen irregular infiltration of both vocal cords and the inter-arytenoid mucous membrane; the right cord was irregularly thickened and along the posterior two-thirds of the left cord was a longitudinal slit, wide at the posterior part and narrow in front. There was very incomplete adduction, so that the voice was very feeble and liquids regurgitated into the larynx on drinking. Patient looked haggard and distressed on account of the inability to take liquids. He was instructed to drink through an indiarubber tube with his head bent far forward, following Wolfenden's method, and with this he could drink quite satisfactorily.
